Introduction
Invasive lobular carcinoma of the breast, is the second most common type of breast cancer, responsible for 8-14% of breast cancer cases [1, 2] . Lobular carcinomas often fail to form distinct masses and can be difficult to detect through screening [3] . It also shows a very aggressive, invasive nature, and a tendency to have widespread distant unusual metastases to the gastrointestinal tract, peritoneum, and retroperitoneum [4] . Peritoneal carcinomatosis originating from breast cancer is a very rare event which frequently results in morbidity and mortality [5] . Symptomatic gallbladder disease in the setting of peritoneal carcinomatosis originating from invasive lobular carcinoma of the breast is a very rare event and its management is not well covered in surgical literature.
Presentation of case
Our patient is a 44 year old female with a past medical history of stage IV infiltrating lobular carcinoma of the left breast with distant metastases to the vertebrae and peritoneal carcinomatosis. In March of 2014 she presented to the emergency department for complaints of abdominal pain and feelings of abdominal fullness after eating small meals for the previous 6-8 weeks. She had a strong family history of breast cancer in her paternal grandmother and maternal aunt. Physical exam revealed significant left nipple retraction but no palpable breast lesions. There was palpable left axillary lymphadenopathy reported as feeling "matted" and her right breast was normal in appearance and examination. A CT of chest, abdomen and pelvis revealed multiple bone lesions consistent with metastatic disease and ascites. An MRI revealed a left breast mass with matted axillary lymph nodes. Further workup after the MRI included a breast core biopsy done during her admission diagnosed the patient with invasive lobular carcinoma stage IV grade 1-T3, N1, M1, ER/PR positive. Her breast cancer had been treated with neoadjuvant chemotherapy, left modified radical mastectomy, and adjuvant chemoradiation therapy. Due to her widespread metastatic disease, she was not a candidate for cytoreductive surgery and hyperthermic intraperitoneal chemotherapy for her peritoneal carcinomatosis. She responded well to her treatment regimen, resulting in a progression free status for almost a year.
She presented in August of 2015 with a two month history of intermittent right upper quadrant pain triggered by food intake which became more frequent over the course of time, greatly diminishing her quality of life and restricting her oral intake. A hepatobiliary scan showed both cholecystitis and biliary dyskinesia. A right upper quadrant ultrasound found non mobile stones and biliary sludge with trace amount of pericholecystic fluid and a positive Murphy's sign. A laparoscopic cholecystectomy in the setting of peritoneal carcinomatosis was recommended. Intraoperative findings showed diffuse peritoneal carcinomatosis and a gallbladder stuck to duodenum, duodenal ligament, and liver ( Figs. 1 and 2) . The gallbladder was densely fused, however with meticulous dis- section, successfully removed without any problems ( Figs. 3 and 4 ). Post-operatively the patient's symptoms completely resolved and she was able to resume an oral diet. Her quality of life increased greatly and she was able to continue her adjuvant radiochemotherapy.
Discussion
Invasive Lobular Carcinoma is a very aggressive form of breast cancer. It can be difficult to detect on physical exam or on mammography. The typical sites of breast cancer metastases are lymph nodes, chest wall, skeletal system, and the central nervous system; however, lobular carcinoma may spread to the gastrointestinal tract, peritoneum, and retroperitoneum. Peritoneal carcinomatosis frequently causes morbidity and mortality. Current recommendations for treatment of peritoneal carcinomatosis are cytoreductive surgery and hyperthermic intraperitoneal chemotherapy in highly selective cases [6] . In our case, the patient's widespread extraabdominal disease prohibited her candidacy for this treatment. Despite having widespread systemic metastatic disease, the patient's breast tumor was positive for ER/PR which lead her to respond well to endocrine therapy and remain progression free for almost a year. Although our patient had late stage breast cancer, adjuvant endocrine therapy has shown to reduce the risk of recurrence and death in women with early hormone receptor positive breast cancer [7] . In the case of late stage breast cancer with distant metastases, race and receptor status were shown to be powerful prognosticators for overall survival largely owing to their strong prognostic values in predicting survival after distant recurrence [8] . However, the patient suffered from debilitating symptomatic gallbladder disease which significantly diminished her quality of life. Even though laparoscopic cholecystectomy could be a viable option to treat the condition, it needs to be applied selectively and very cautiously in the patient population. The possibility of massive tumor involvement of the porta hepatis, lesser sac and possible encasement of portal triad, lesser omentum, and, retrohepatic vena cava is a major concern when considering surgical treatment of this gallbladder disease [9] . A diagnostic laparoscopy is the preferred method of evaluation before surgery to be presented to these patients. If deemed feasible and if the experience of the surgeon allows to proceed with laparoscopic cholecystectomy, this can be undertaken in selective cases provided that findings on exploration allow for proceeding with removal of the gallbladder (Table 1) .
Conclusion
Symptomatic gallbladder disease is an everyday presentation to surgeons with a readily available cure − cholecystectomy. Symptomatic gallbladder disease in the setting of peritoneal carcinomatosis secondary to invasive lobular carcinoma is not only a very rare event but also not well reviewed in literature. A major concern when considering surgical treatment of this specific symptomatic gallbladder disease is the possibility of massive tumor involvement of portal structures. It is our recommendation, based upon the case we present here that the initial approach should be an initial diagnostic laparoscopy. If intraoperative findings allow for removal of the gallbladder and if the surgeon has the necessary experience then a laparoscopic cholecystectomy can be performed. We felt that our experience gained from this case, although representative of a very select patient population, could guide future surgeons who may encounter a similar situation.
